We report a case of splenic abscess from which only Shigella flexneri (serotype la) and Bacteroides fragilis were isolated. The patient was a 59-year-old diabetic female who displayed minimal gastrointestinal symptoms. The S. flexneri isolate was resistant to chloramphenicol and tetracycline. The possible synergistic relationship between the two organisms is discussed.
Splenic abscesses are uncommon and occur primarily in patients with sickle cell hemoglobinopathies, trauma, bacteremia, and compromised host defenses. Mortality rates in patients with splenic abscesses, have ranged from 40 to 100% (1) . There has been only one previous report of a splenic abscess caused by Shigella,flexneri, and it occurred in a 13-year-old boy with classic symptoms of shigellosis (6 (7) and by an API anaerobic test strip. The colonies on blood agar were gray to white, smooth, and entire, and the Gram stain revealed pale pleomorphic gramnegative rods. There was no pigment, pitting, hemolysis, or fluorescence on anaerobic blood agar, and the organism was resistant to penicillin (2-U disk), kanamycin (1,000-,ug disk), vancomycin (5-,ug disk), and colistin (10-,ug disk).
Our patient made frequent trips to Mexico, where she probably became infected with the S. flexneri. Splenic abscesses are preceded by infections elsewhere in the body, and these infections serve as a source of seeding of microorganisms. A (5) .
Our case points up a number of important considerations for dealing with splenic abscesses. (i) Cultures for anaerobes as well as aerobes should be performed routinely. (ii) Broad spectrum antibiotic therapy effective against both aerobes and anaerobes should be utilized. Caution should be employed when using chloramphenicol since there have been reports of clinical failures despite indications that the organisms were susceptible (2). Our S. flexneri isolate was initially resistant to chloramphenicol in vitro. (iii) Pathogens such as S. flexneri, as well as normal flora, must be considered in cases of splenic abscesses.
